Intussusception, the invagination of a portion of the intestine into itself, is one of the emergencies in infancy and childhood. The etiology may be idiopathic or secondary to some pathology within the wall of the bowel. Most cases (90%) are idiopathic 1,2 with no identifiable lesion acting as the lead point or pathological apex 3 of the intussusceptum Children may present at any age but this occurs most commonly in the first year. The mode of presentation may vary depending upon the time of presentation. A case of intussusception confirmed with the help of an abdominal ultrasound in 10 month old infant who presented with only persistent vomiting but in the absence of classic features is reported with brief review of literature.
Introduction
Intussusception (IS), the most common cause of acute bowel obstruction in infants and young children which commonly occurs at the terminal ileum (i.e.ileocolic). The telescoping proximal portion of bowel (i.e. intussusceptum) invaginates into the adjacent distal bowel (i.e. intussuscipiens). Most patients recover if treated within 24 hours. If left untreated, this condition is uniformly fatal in 2-5 days. Mortality with treatment is 1-3% Recurrence is observed in 3-11% of cases. Most recurrences involve intussusceptions that were reduced with contrast enema. Overall, the maleto-female ratio is approximately 3:1. Intussusception is most common in infants aged 3-12 months, with an average age of 9 months 4 . Intussusception occurrence is rare in persons younger than 3 months, and it becomes less common in persons older than 36 months. The classic triad of colicky abdominal pain, vomiting, red currant jelly stools or abdominal mass occurs in 12.5%-46% of cases 4 .
Ultrasonography in Pediatrics; an accurate, safe and valuable clinical tool is being increasingly used as the primary investigation for the diagnosis of IS and to guide air or hydrostatic enema reduction 4, 5 . The use of ultrasonography for a patient with suspected IS prevents unnecessary radiological or surgical procedures being performed, and reduces radiation exposure while maintaining a high level of diagnostic accuracy 5 . When small-bowel intussusception is detected in infants and children undergoing abdominal sonography, intussusception length greater than 3.5 cm is a strong independent predictor of the need for surgical intervention 6 .
Case Report
A 10-month-old female infant was brought to the OPD with complaints of persistent vomiting, non-bilious, nonprojectile in nature for two days for which the child was given anti-emetics from outside. According to the mother, there was no history of fever, loose stools mixed with blood and mucus, coryza, cough, any urinary problems, nor convulsions or rashes over the body. However, the mother told that the child was crying excessively, intermittently and was noticed to be in distress due to vomiting. The patient was born at hospital; birth weight was normal. Her immunisation was complete according to EPI (national) schedule. Her feeding history was also normal. The developmental milestones were appropriate for age.
On physical examination, child was of average built. Her height, weight and head circumference were within normal limits. Pulse rate, respiratory rate, temperature and BP were normal. She was anicteric. There were no features of dehydration. Her hernial orifi ces were normal. Rest of the general examination was also normal. Systemic examination revealed no abnormalities. All routine investigations including SGOT, SGPT were normal. Finally USG of the whole abdomen was advised because of the major symptom i.e. the persistent vomiting was present without pointer to rule out or confi rm any surgical condition. However, USG confi rmed (Fig.1 ) the diagnosis, which was a suspected intussusception, the most common cause of acute intestinal obstruction in infants. 
Discussion
Intussusceptions commonly occur below one year 7 , a fi nding confi rmed in our case. Intussusception is said to occur in well-nourished infants 8 , though also seen in many malnourished children. The patients usually present with symptoms of pain, vomiting, blood in the rectal discharge and a palpable mass but not occurred in our case except vomiting. Early on, the abdomen is fl at or scaphoid, as time passes distension and intestinal loops may obscure the mass.
Intussusceptions, can be of various types like the ileoileal, ileo-caecal, ileo-colic, ileocaeco-colic, jejuno-ileal, colo-colic of which the ileo-colic was the most common and only 2 -8% 7,8,9 of intussusceptions have a recognizable lesion acting as the lead point. Various lesions have been cited like Polyps, Meckel's diverticulum, Hypertrophied Lymphoid Patch, Human Reovirus like agent a cause of gastroenteritis in children 8 , Enteric Cysts, Ectopic Pancreatic Tissue, and even Henoch-Schonlein purpura 8 . It can occur after abdominal operative manipulations like Eke resection of coarctation of aorta, resection of Wilms tumour, biopsy for neuroblastoma.
Due to the pathogenesis of this disease, the mesentery of the invaginated bowel is compressed between the layers of the intussusceptum, hence the longer it remains unreduced the higher the chances of gangrene setting in and lesser chances of reduction (of the intussusception). In 1871, Hutchinson successful operated upon an infant with intussusception8. Shortly afterward Hirschsprung 10 reported a series of children whose intussusception was reduced by retrograde hydrostatic pressure. Since that time the mode of therapy has become controversial. More and more institutions are shifting to barium enema reduction as primary treatment in most of their patients.
To achieve success with this method, certain principles must be vigorously observed 8 . The pre-requisites before attempting a barium enema are that duration of symptoms should be less than 2 days as not happened in our case, there should not be signs of intestinal obstruction on abdominal radiography, and there should be no signs of localised or generalised peritonitis. The barium enema reduction is confi rmed if there is free fl ow of barium into the terminal ileum, expulsion of faeces and fl atus with barium, disappearance of the mass, and clinically child becomes comfortable. Reduction attempts are abandoned 9 if the intussusception does not move for more than 10 minutes; there is partial reduction, a poor ileal refl ux, a persistent mass in the ileum, or leak of barium suggesting colonic perforation 11 . The benefi ts of barium enema reduction procedure are complete reduction without surgery, no anaesthesia is required, no morbidity, early ambulation, less stay in the hospital, no scar. The disadvantages are its uselessness in ileo ileal intussusception; recurrence rate is higher (11%) than after operative reduction (3%) 11 , specifi c recognizable lead points can be missed (2-8%), in unsuccessful cases a dangerous delay, colonic perforation 11 , and the possibility of reducing nonviable bowel.
The standard treatment of intussusception used to be operative reduction by milking back of the intussusception by progressive compression of the bowel just distal to it as done in our case. If reduction is not possible, or gangrene has set in, resection of the affected bowel has to be done, followed by either Mickulicz procedure or a primary end-toend anastomosis which did not happen in our child. A newer mode of therapy introduced by the Chinese is the concept of air pressure enema reduction of intussusception 12, 13 .
Conclusion
The 'classic' picture of intussusception (vomiting, abdominal pain, bloody/red currant jelly stool, or abdominal mass) might not be frequently present in children with intussusception. Reliance on 'classic' features alone might delay diagnosis. Median time to confi rmation of diagnosis is usually 19 hours from onset of symptoms 4 . Delayed diagnosis is associated with poorer patient outcomes. Thus in the light of above mentioned case, child with persistent vomiting without pointer may need to be differentiated from common surgical condition particularly in an infant to prevent fatality. Also the importance of USG is stressed, which is a simple and useful method of making the diagnosis of intussusception.
